Sex-cord stromal tumours account for only about 6% of testicular neoplasms.' Leydig cell tumour is the commonest sub-type but other tissues that can be represented in varying amounts and degrees of differentiation include Sertoli, granulosa and theca-lutein elements. Testicular granulosa-cell tumour ofthe adult type is particularly uncommon. This report details a mixed sex-cord stromal tumour of the testis in which the adult granulosa cell component predominates. CASE REPORT A 54 year-old male presented with a four week history of a painful, right sided testicular swelling. He was otherwise well and symptom free. Physical examination revealed a small swelling in the lower pole of the right testis which was hard in consistency. There were no other findings. The clinical impression was that of a testicular tumour. An ultrasound scan of the scrotum was performed. This revealed a 2-cm diameter, low echogenic mass in the lower pole of the right testis. Several small cystic areas were noted within the mass. Tumour markers were all within the normal range (alpha-fetoprotein <4 kU/1, HCG <2 U/L, CEA 5 ug/1). Orchidectomy was performed. CT scanning ofhis chest, abdomen and pelvis showed no evidence of metastatic disease. Post operatively the patient remained well and symptom-free. At his most recent review, 28 months after initial presentation the patient was well and had no symptoms. Tumour markers have remained within the normal range and a CT scan of the chest, abdomen and pelvis has again shown no evidence of metastatic disease.
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PATHOLOGICAL FINDINGS
The 5 x 4.5 x 3 cm testis, its coverings and the 11 cm of spermatic cord had a total weight of 80 grams. The lower pole of the testis contained a 2 x 1.7 x 1.6 cm circumscribed, pale, rubbery tumour with central areas of cystic change and haemorrhage, abutting on to the adjacent tunica (Fig IA) . Histology showed a mixed sex-cord stromal tumour of the testis with a circumscribed, lobulated margin compressing the inner aspect of the tunica and adjacent testicular parenchyma ( Fig iB) . The differentiation was predominantly that of an adult type granulosa cell tumour with minor (< 5%) Sertoli cell tubular elements. In keeping with a granulosa cell lesion the periphery ofthe tumour had a poorly differentiated fascicular and storiform spindle cell pattern (Fig 2A) 
